Attachment 1: Questions to be cognitively tested
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Notice - CDC estimates the average public reporting burden for this collection of information as 70 minutes per response, including the time for reviewing instructions, searching existing data/information sources, gathering and maintaining the data/information needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not required to respond to a collection of information unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden to CDC/ATSDR Information Collection Review Office, 1600 Clifton Road NE, MS H21-8, Atlanta, Georgia 30333; ATTN: PRA (0920-0222).

Assurance of Confidentiality: We take your privacy very seriously.  All information that relates to or describes identifiable characteristics of individuals, a practice, or an establishment will be used only for statistical purposes.  NCHS staff, contractors, and agents will not disclose or release responses in identifiable form without the consent of the individual or establishment in accordance with section 308(d) of the Public Health Service Act (42 U.S.C. 242m(d)) and the Confidential Information Protection and Statistical Efficiency Act or CIPSEA (44 U.S.C. 3561-3583).  In accordance with CIPSEA, every NCHS employee, contractor, and agent has taken an oath and is subject to a jail term of up to five years, a fine of up to $250,000, or both if he or she willfully discloses ANY identifiable information about you. In addition to the above cited laws, NCHS complies with the Federal Cybersecurity Enhancement Act of 2018 (6 U.S.C. § 663) which protects Federal information systems from cybersecurity risks by screening.

Core Disability Questions 
1. Are you deaf, or do you have serious difficulty hearing?
a. Yes 	b. No 

2. Are you blind, or do you have serious difficulty seeing, even when wearing glasses?
a. Yes 	b. No 

3. Because of a physical, mental, or emotional condition, do you have serious difficulty concentrating, remembering, or making decisions?
a. Yes 	b. No 

4. Do you have serious difficulty walking or climbing stairs? 
a. Yes	b. No 

5. Do you have difficulty dressing or bathing? 
a. Yes 	b. No 

6. Because of a physical, mental, or emotional problem, do you have difficulty doing errands alone such as visiting a doctor’s office or shopping? 
a. Yes 	b. No 

7. Using your usual language, do you have difficulty communicating, for example understanding or being understood? Would you say:
a. Yes 	b. No

· SKIP (If answered “a.” to ALL QUESTIONS above, skip to Question 10; otherwise, continue)

Age of onset and assistive devices
8. You said that you had difficulty doing __ [fill from Q1 – Q8, if answered anything other “No”] __, did any of this happen before you turned 22?
a. No, all this happened after I turned 22	b. Yes, some of this happened before I turned 22


9. Do you use assistive devices such as a such as a wheelchair, or special technology to help with your difficulties?
a. Yes	b. No

Speech
10. Do you have difficulty speaking or using speech to be understood by others?
a. Yes	b. No

11. Do you use gestures or an aid to be understood?
a. Yes	b. No
Learning
12. Do you have difficulty with reading and writing?
a. Yes	b. No

13. Do you have difficulty learning new things for example, at school, work, or in other places?
a. Yes	b. No

Barriers to participation
14. Do you [he/she] have difficulty controlling your [his/her] behavior when you [he/she] are together with other people?
a. Yes	b. No

15. Is getting along with people who are close to you, including your family and friends, a problem for you?
a. Yes	b. No

Independence 
16. Because of a physical, mental, or emotional condition, does someone help you with everyday tasks such as grocery shopping, paying bills, or visiting the doctor’s office?
a. Yes	b. No

17. Does someone help you manage your schedule or make appointments for you?
a. Yes	b. No

18. Do you have difficulty adjusting to changes to your daily routine or your regular schedule?
a. Yes	b. No

19. Do you have someone to assist you with your day-to-day activities at home or outside?
a. Yes	b. No

20. Does someone help you manage your money, such as pay your bills or help you with banking?
a. Yes	b. No

21. Is managing your money a problem for you?
a. Yes	b. No

22. Does using public or private transportation pose a problem for you?
a. Yes	b. No

23. Because of a physical, mental, or emotional condition, is it difficult for you to do most important work/school tasks well?
a. Yes	b. No

24. Do you often get overwhelmed by large tasks?
a. Yes	b. No

Mental health and psychosocial functioning
25. Is handling stress, such as controlling the important things in your life a problem for you?
a. Yes	b. No

26. Do you often feel worried, nervous, or anxious?
a. Yes	b. No

27. Do you have difficulty finishing tasks that require thinking?
a. Yes	b. No

28. Do you have difficulty finishing tasks because your thinking is slowed down?
a. Yes	b. No

29. Does the lighting, noise, and crowds in your surroundings make it difficult for you to do things you need or want to do?
a. Yes	b. No

Disability Identity and Diagnosis
30. Are you/have you ever been a member of a group which supports people with [intellectual] disabilities, (like the Arc or Special Olympics)?
a. Yes	b. No

31. Do you identify as a person with a disability?
a. Yes	b. No

32. Have you ever been told that you have an intellectual or developmental disability?
a. Yes	b. No


